tation, both intimately related to public health. Nor is it possible in this preliminary survey to consider in detail the manifold social, political, and economic factors which help shape Senegalese public health law and, to a large degree, determine the manner and extent of its application. Finally it will not be feasible to consider here the question of the extent to which Senegal is typical of African countries in respect of its law relating to public healthj 0 In developing a legal framework within which to meet the health needs of the population, the Senegalese government has necessarily been influenced by certain constraints resulting from French health policies during the colonial period. 
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Within the framework of certain more or less clearly articulated goals the French after 1904 established a health administration entrusted with effectuating public health policies in their West African colonies, including Senegal.
A. General Purposes of Colonial Health Policy
The recognition by the French in West Africa of the desirability of a coherent social welfare policy, including the provision of health and educational facilities, was the result of the convergence of several factors in the early twentieth century.
During the early period of European exploration in Africa, West Africa and other areas of the continent in which malaria was hyperendemic were frequently known as the "white man's grave". 1 3 The outbreak of a yellow fever epidemic in Senegal in 1900 resulted in a Yellow Fever Vaccination Scheme in French West Africa. 1 4 This scheme, like the majority of French colonial health services until after 1910, had as its basic purpose the provision of preventive and curative medical facilities for Europeans in the colonies. 15 The European population in French African colonies was minute in relation to the African population. Such was particularly the case at the opening of this century when in 1908 an estimated twelve hundred Europeans claimed to govern an African population of fifteen million. 16 It is therefore not surprising that if the French were to reap any economic benefits from West Africa they were necessarily to be heavily dependent on mobilizing the labour of the African population. The question of available manpower became especially acute from 1906 to 1914 "when French colonial policy in Africa was dominated by the idea of providing 'a reservoir of men' for military purposes. ' quantitatively and qualitatively. 18 The provision of health services for Africans was explicitly directed toward this goal. 19 In this respect little was accomplished prior to the First World War, though liberal French colonial administrators have always acclaimed the improvement of health facilities for the average African as part of France's "civilising mission". 20 From the 1920's on the colonial medical services did contribute to the improvement of health conditions in Africa.
2 1 It should also be recalled that Governor-General Ponty noted clearly in 1908 the increased prestige which might be expected to accrue to the French colonial administration by attempts to improve living conditions in the colonies.P It was also recognised that to the extent that it promoted increased interaction between Africans and the colonial administration, the provision of health services to the African population in Senegal complemented taxation and military force as a means of facilitating minority control of the largely rural population of West Africa. 23 
B. Public Health Administration
Consistently with the principles of French colonial administration, 2 4 public health services in West Africa were organised in a centralised bureaucratic pattern. Colonial medical services were unified in the Corps des Mdecins Health services in each of the constituent territories of these two federations were under the supervision of a Direction Locale. For the purposes of health administration, Dakar, the capital of French West Africa was considered a separate territory with its own Direction Locale. The Direction Locale for Senegal was located at Saint-Louis. 25 b Each territory had a chief medical officer whose duties comprised, inter alia, the supervision of medical officers in charge of the local medical districts, the lowest level of the hierarchy. Each medical district was to correspond with a local administrative district (circonscription).
Within each territory the health services included two distinct organizations.. One, the Service de l'Assistance M~dicale Africaine, fell under the control of the territory's Direction Locale and was directly responsible for all health questions except those involving the major endemic diseases. Control of these diseases was the task of a second organization, the Service Gnral d'Hygi~ne Mobile et de Prophylaxie (S.G.H.M.P.), which as a federal service was directly responsible not to the territorial health authorities but to the Direction Fddrale. 26 
C. Colonial Public Health Policies
In respect of the health policies of the European colonial powers in Africa two schools of thought have been distinguished. The first, often associated with the British, preferred to attempt to meet health needs by the proliferation of hospitals. The second, of which the French in Africa were typical, laid greater emphasis on the establishment of dispensaries and anti-epidemic organizations, both of which could be staffed by persons with less medical training than that required for staffing hospitals. The difference between these two schools did not coincide exactly with the distinction between curative and preventive medicine but rather reflected divergent views as to the manner in which to allocate limited resources.
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The major thrust of public health policy in Senegal before 1960 may be therefore most conveniently seen by considering in turn anti-epidemic measures, the extension of health services in rural areas, and the training of medical personnel before summarising the state of medical facilities generally in Senegal immediately prior to independence. 
Anti-Epidemic Measures
Among the first priorities of colonial health policy was the control and eradication of epidemic diseases. As early as 1911 the reporting to administrative authorities of cases of certain epidemic and endemic diseases was exempted from professional privilege and made obligatory. 28 Numerous decrees and ministerial orders sought to eradicate stagnant water and other conditions conducive to the breeding of yellow fever vectors and to establish means of controlling the spread of typhus, yellow fever, smallpox, and other diseases. 29 An integral part of these measures was medical research. 30 
Extension of Rural Health Services
It is perhaps in respect of the role of hospitals in providing rural health services that French colonial policy in matters of public health contrasted most strikingly with British policies. In 1956 Lord Halley noted that "whereas in the British territories hospitals are regarded mainly as centres for treatment, those in French Africa function largely as headquarters of field stations whence curative and preventive medicine is made available in rural areas. '32 Not until the inter-war years did the colonial health service in Senegal begin to expand systematically into rural areas. 3 3 Government circulars of 1921 and 1924 respectively stressed the need to concentrate on preventive instead of only curative medicine 34 and to develop a staff of African auxiliaries whose major task was to be public-health propaganda. 3 5 Ministerial instructions of 30 December 1924 confirmed these circulars and redirected the colonial medical services in principle toward mass preventive medicine with special attention to rural areas. 36 By 1936 each cercle had at least one medical centre staffed by a European doctor with dependent dispensaries supervised by auxiliary personnel in the surrounding rural areas. 36 a In addition to general colonial health policy and availability of medical establishments, 37 the fee structure of health institutions also discouraged African use of hospitals for in-patient treatment and encouraged recourse to hospital out-patient treatment and, more importantly, to local dispensaries and maternity clinics. Hospital in-patient treatment was free only to the indigent, although rates were graduated according to the income of patients. Out-patient treatment was free to Africans. 37a
Medical Personnel and Training
A major factor dictating and limiting the extension of health facilities in rural areas was that of medical personnel. 38 It has been remarked that "the French tackled the battle for health as a military operation". 39 As a consequence of the small number of European doctors a major share of responsibility for health care devolved upon subordinate personnel. This is evident in the relative number of hospital visits and dispensary consultations in 1924. About 13,523 people were admitted to hospitals for a total of 346,540 days, while 391,940 persons were treated in dispensaries for a total of 2'213,484 consultations, and 1,617,508 vaccinations were given. The following year the number of consultations increased to 3,369,585.42 Staffing of these facilities in rural areas required the development of a corps of medical auxiliaries. of French colonial Africa graduated from Ponty. About one-third of these were later trained as medical assistants. 48 After approximately eight years of prior education, culminating in graduation from Ponty school, 49 medical students at Dakar were required to complete a course either of four years for auxiliary doctors or of three years for midwives, veterinary students and pharmacists. 50 This course of study 5 l emphasized practical work. 52 Graduates were placed in charge of rural dispensaries under the general supervision of European medical officers, while midwives were given responsibility for maternity centres.
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Medical education at Dakar covered only the first three years of six required in France. Hence until Senegalese independence the Ecole Pr6para-toire de M~decine et de Pharmacie was, as its name implied, "an institution for preliminary studies."1 54 For more advanced studies necessary for qualification as a fully-fledged physician, Africans were thus obliged to continue their studies in France. 55 Such a policy institutionalized a distinction between those medical personnel who were fully-trained in terms of French medical education and those whose training, partial in terms of the French system of medical education, channelled them into subordinate roles in the colonial medical hierarchy. During the colonial period the former group was composed almost exclusively of Europeans and the latter of Africans. The provision of medical training facilities for Africans was thus consistent with the more general French colonial policy in education of training Africans to meet the needs of the colonial administration in respect of subordinate personnel 56 and of concentrating, to a greater extent than the British, on vocational education. Colonial medical education provided also for the training of less qualified personnel. In addition to pharmacists and midwives, the Ecole de Dakar At this time the health infrastructure in Senegal was composed of major hospital complexes at Dakar, Saint-Louis, Kaolack and Ziguinchor; minor hospitals at Thins, Rufisque, and Tambacounda; and 30 secondary treatment centres and 120 rural dispensaries. Five mobile hygiene teams were concerned primarily with epidemics. Non-governmental facilities included eleven Catholic mission dispensaries and two Red Cross dispensaries. Six quarantine stations and 42 maternity facilities completed medical facilities available in Senegal. 62 Immediately prior to Senegalese independence an extensive study of the country by two French research organizations was commissioned in order to provide basic information for social and economic planning. With respect to public health the study distinguished two types of facilities, those for individual treatment and mobile hygiene and prophylactic units. A single branch (hospitals) of the former absorbed two-fifths of the Sengalese health budget yet the major health problems of the country could, in the view of the report, be met only by the latter. 63 Consequently the research group recommended that rural mass medicine, general health and sanitary education, and eradication of endemic diseases continue to be given priority in the period following independence. 
1973] III THE DECADE OF INDEPENDENCE
Although the accession of Senegal to independence in 1960 led to no immediate break with colonial law, 65 it gave rise to a new ideology which viewed law as one of the principal instruments of social change.
6 French colonial health policy had developed in a rather ad hoc fashion. In contrast, the gradual elaboration of Senegalese public health policy since 1960 has been guided by a general legal framework.
A. The General Legal Framework
The framework for the elaboration of public health law in Senegal since independence is provided, first, by the Senegalese Constitution and, secondly, by the Development Plans of 1961, 1965 and 1969.
The Constitution of the Republic of Senegal 67 proclaims in its article 6, section 1 the principle of the sacredness of the human personality and the consequent obligation of the State to respect and protect it. 68 It provides further that: "The State and public collectivities have the social duty of attending to the physical and moral health of the family.
' 69 An exception to the principle of the involiability of domicile is provided in order, by application of the law, to protect the public against, inter alia, risks of epidemic.
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The Constitution also provides for the elaboration of a comprehensive legal framework for health policy in the following terms: "Programmatic laws determine the objectives of State economic and social policy. The Plan is approved by law." Three such programmatic laws, or development plans, have been adopted in Senegal since independence. 72 In view of the virtual synonymity of planning with "development" in poor countries and the importance of the development plan as an "ideal of rational reorganization", 73 it is perhaps most fruitful to consider the legal aspects of public health policy in Senegal within the framework provided by these three development plans. The following discussion will consequently be divided chronologically into three sections corresponding to the respective development plans of 1961-1964, 1965-1969, and 1969-1973 . Period (1961 Period ( -1965 In the period of the First Plan as well as during the following years since independence both the goals of national health policy and the means for achieving those goals have been incarnated in legal form.
B. The First Plan

Health Policy in the Plan
Three general problems with respect to health standards and the provision of health services preoccupied Senegalese governmental planning officials immediately following independence. First, the level of health for the Senegalese population taken as a whole was deficient. Secondly, the available health facilities were unequally spread throughout the national territory. In particular, urban areas were much better equipped than rural areas. This imbalance was accentuated by the fact that Dakar, the capital city, had from 1902 to independence been the capital of the Federation of French West Africa. Thirdly, the mortality rate was high, especially among infants because of insufficient means of combatting epidemics and their consequently rapid spread when they did break out. Poor hygiene and sanitation, inadequate diets, and the pneumonia-diarrhea complex were common. 
1973]
average caloric intake varied from 2300 to 2900 calories per day, the average diet was unbalanced and especially lacking in vitamins and animal proteins. 74 The First Plan defined health policy priorities for the following four years. Health conditions were to be improved with special emphasis on the least protected areas, such as the region of Eastern Senegal and the rural areas generally. Following the pattern of health policy during the colonial period, preventive medicine and health education were to be emphasized. Finally, increased research was to be carried out with respect to economical means of improving human activity, the development of therapeutic medicine on a collective and relatively inexpensive basis, proper diet, and the prevention of diseases.
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In order to attain these proposed objectives the Plan outlined a number of general policies. The training of medical personnel was to be adapted to the needs of the country. Special emphasis was to be given to rural preventive medicine and rural health education as well as to the multiplicity of extrahospital functions which devolved on medical personnel in a largely rural country with extremely limited financial and human resources. To complement this reorientation of medical training the Plan called for the restructuring of health facilities. Dispensaries located throughout the country were to extend their reach beyond the urban areas in which they were located and to function as health centers for the surrounding rural areas under the direction of a chief medical officer responsible for curative medicine, maternal and infantile protection, and anti-epidemic measures for the rural area concerned. 76 In order to provide even limited health facilities, particularly protection against epidemics, in sparsely populated areas, the number of mobile hygiene and prophylactic units was to be increased. 77 While increasing health services the Senegalese planners hoped to avoid the multiplication of administration units. All health activities within the seven regions of the country were to be placed under the administrative responsibility of the head medical officer for each region rather than under specialised sub-regional health bureaucracies for each activity. In addition, the Plan announced that the provision of new hospital facilities would for the coming four-year period be limited to the improvements of existing facilities or the completion of those currently under construction. 
Legislative Implementation
Public health in Senegal, like numerous areas of public policy in many African countries, 79 immediate post-independence period. This legislation, including certain statutes enacted prior to adoption of the Plan, fell into three major areas: extension of health facilities, organisation of health services, and educational facilities.
Other statutes regulated a limited number of specific questions relating to public health.
Extension of facilities.
A decree organising maternal and infantile health facilities preceded the First Plan. 8 0 This 1960 decree provided that each regional capital was to have at least one primary centre for maternal and child health, including a prenatal and postnatal examination centre, a centre for medical consultation of healthy children, a vaccination service, a dietetic service, and a centre for maternal education. 81 While each population centre of 10,000 or more inhabitants was to be provided with these health facilities,82 groupings of less than 10,000 inhabitants were to be served either by the establishment of secondary health centres or by periodic visits of personnel from primary centres. 8 3 The opening of any private establishment receiving either pregnant women or children less than six years old was conditional on the approval of the Minister of Health and Social Affairs. 84 A basic text on endemic diseases 8 5 divided the country into zones of mobile and prophylactic hygiene for purposes of control of the following diseases considered endemic to Senegal: smallpox, yellow fever, sleeping sickness, leprosy, onchocerciasis, trachoma, syphilis, tuberculosis, bilharzia and malaria. 86 It provided for periodic checks on health conditions by medical personnel, 87 made periodic smallpox and yellow fever vaccinations obligatory 88 and specified penalties for infractions of the statute. 89 Organisation of health services. Soon after the enactment of the First Plan, the public health service of Senegal was organized. 90 For purposes of public health the country was divided into medical regions, medical circumscriptions and hospital complexes. 91 The medical region, corresponding to an administrative region, 92 was placed under the direction of a regional head doctor responsible for the public health of the region. 93 Each medical region was 
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divided into medical circumscriptions, each of which corresponded to an administrative circumscription, 94 under the direction of a chief medical officer of the circumscription responsible for the public health of that area. 95 After the reform of Senegalese administrative organization in 196496 the medical circumscription corresponded to the administrative department. 97 The hospital complexes were to be regulated by a prior decree. 98 At the end of the period of the First Plan the Ministry of Public Health and Social Affairs of Senegal was recognized. 99 The Ministry was divided into two central services, the Direction of Public Health and the Direction of Social Affairs. 100 The Direction of Public Health was given responsibility for medical assistance, including the overseeing and coordination of all health establishments, public or private, in Senegal and the operation of all gratuitous medical services; for public hygiene, including prophylactic measures against transmissible diseases, maternal and infantile protection, and mass health education; for the policing of health measures, including the control of pharmacies and pharmaceutical depots and the control of the private practice of medicine; and for the collection of medical statistics. 101 Education. In accordance with the emphasis placed by the First Plan on the reorientation of health training, a wide range of statutes provided for the establishment or reorganization of educational facilities for medical personnel. Prior to the enactment of the Plan, decrees regulated admission of nursing students to the Ecole Jamot in Upper Volta 02 and created a specialized degree for nurses specializing in endemic diseases. 1 03 Subsequently a school for agents 94 sanitaires was organized at St. Louis' 04 and a training course was established for specialized male and female nurses. 10 5 At St. Louis, the schools for nurses and midwives were recognized and a school for social welfare workers was established. 106 Each school provided for three categories of students: those supported entirely by the Senegalese government, those who were self-supporting or who were supported by the government of another State, and those already employed by the Senegalese administrative bureaucracy. 107 Students in the first and third categories were required upon entrance to the school to sign an undertaking to serve after graduation for ten years in the national public health service including the first five years in rural areas. 108 In addition, a school for training dental specialists was established 09 and a one-year course leading to a diploma in applied tropical medicine was created at the University of Dakar. 110 Other questions. In this same period, a number of other laws were enacted to regulate more specific questions of public health policy. In addition to the statute on endemic diseases, 1 1 ' and that on maternal and child welfare, 112 several statutes provided for the sale of pharmaceutical drugs and medicines by pharmacies or depositories. 1 13 A legal basis was provided for the establishment of leper villages, to which minor children and spouses of lepers would be admitted as well as lepers themselves and in which re-education and exploitation of land and other goods would be combined with treatment.
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Several statutes regulated the internal organization and functioning of hospitals, including the recruitment of medical personnel and the creation of a treatment, teaching and research hospital at the University of Dakar. 115 A campaign against venereal disease and prostitution was initiated in 1962.116 Medical examinations were made obligatory in certain cases; 117 doctors were given additional public duties in cases involving venereal disease patients, 118 including the duty of recommending urgent hospitalisation when deemed necessary. 119 Mandatory hospitalization upon public order was provided in cases of patients who refused to undergo treatment. 120
Results
The accomplishments with respect to health services of the first five years of independence were summarized in the Second Development Plan. On the whole, less than 50% of the projects of the health sector of the First Plan were carried out. 121 The programme with respect to training facilities was generally completed with the exceptions of the school for nurses at St. Louis, carried over to the Second Plan, and of the mobile health education facilities, for which sufficient funds were unavailable. Hospital renovation and completion was generally behind schedule. In particular, work on the St. Louis hospital was carried over to the Second Plan. Urban hygiene and mother and child health units were complete only at Dakar and Kaolack. 1 2 Fifty-four percent of the rural health centre programme had been completed. The extension of mobile and prophylactic hygiene units was slower than anticipated. Facilities to combat endemic diseases were complete only at Louga. Facilities for treatment of leprosy were completed only for 23% of the First Plan programme.1 23 The primary reason for the failure to meet a greater proportion of Plan targets was a lack of means, both human and material. 124 Extension of health facilities into rural areas was hindered by insufficient equipment, by the desire of existing medical personnel to remain in urban areas and to concentrate on curative rather than preventive medicine and by inadequate recruitment of new medical personnel. The St. Louis hospital, which accounted for almost 40% of projected health expenditures in the First Plan, 1 25 was not yet built, since the first project of construction was abandoned.
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Although it is beyond the scope of this article to analyze the sturcture of post-secondary education in Senegal and its recent reform, at the time of the First Plan the influence of France on Senegalese post-secondary education, including medical training, was particularly strong. The number of students entering medical school at the University of Dakar was determined by the same examination used in France and the curriculum for Senegalese medical education was planned in France. 127 These factors seriously limited the role of the Dakar medical faculty in meeting the health needs of Senegal, both in terms of the recruitment of sufficient numbers of medical personnel 128 and in terms of the adequacy of their training with respect to the most pressing health problems of the country. 129 121 1 Deuxi~me Plan, supra, note 72 at 34. The percentages vary, according to the criteria chosen, from 28%-55% if the Saint-Louis hospital project originally envisaged is included and from 46%-56% if this project is omitted: id. The figure of 28% realization is given also at 2 Deuxigme Plan, supra, note 72 at 237.
122 1 Deuxi~me Plan, supra, note 72 at 237. 123 Id., at 3 6. 124 2 Deuxi~me Plan, supra, note 72 at 235. 125 Premier Plan, supra, note 72 at 132.
C. The Second Plan Period (1965-1969)
Health Policy in the Plan
The Second Development Plan of Senegal was enacted in July 1965.130 While taking note of the lack of trained personnel and of the fact that it was pointless to build dispensaries if no personnel were to be forthcoming, 131 it projected the same general goals as did the First Plan: the priority of rural over urban, of mass medicine over individual medicine, of preventive medicine over curative medicine, and of health education. 132 These goals were to be met, first, by training increased numbers of medical personnel and by efforts to overcome the concentration in cities of those already trained. Rural facilities were to be increased by gradually providing each region with a hospital, by furnishing sufficient equipment to the existing 31 rural health centres, and by increasing the number of dispensaries to the extent of the availability of personnel. New hospital construction was not to be undertaken, although this stricture was of limited import given the enormous expense of completing existing facilities and the financial impossibility of undertaking new construction. 133 In view of the lack of trained medical personnel and the recognition of a reluctance among youth to enter the health service, it is significant that the Second Plan noted a suggestion to reopen facilities for training medical assistants and suggested that this proposal merited further study. 134 In the Second Plan the health investment budget was divided into two parts. Those projects considered to be of first priority accounted for a proposed investment expenditure of 2343 million CFA francs, while second priority projects totalled an additional 746 million CFA francs. Second priority projects were to be undertaken at the end of the Second Plan period if sufficient funds were available; if not, they were to be postponed until the Third Plan period. 
Legislative Implementation
The legislation enacted to implement this health strategy may be divided into three categories: health services, including hospitals; education and training of health personnel; and the organization and regulation of the medical profession.
Health services. Legislation under the Second Plan was devoted primarily to supplementing measures enacted earlier. A ministerial order of 1965 specified measures to prevent the outbreak of yellow fever. 136 Legislation was enacted to control the spread of venereal disease: prostitutes were required to register and persons afflicted with venereal disease were to be confined for purposes of treatment. 13 7 The number and location of pharmacies was fixed by a 1966 statute which provided for sixty-eight pharmacies throughout the country. 137 a Three statutes further regulated the importation, preparation, and sale of pharmaceutical products. In 1967 the Institute of Public Health was established at the University of Dakar. 14 0 The basic purpose of this institute was "to teach the disciplines of public health and of sanitary and social welfare administration while adapting them to the training and the improvement of medical and paramedical personnel... who cooperate in Africa for the sanitary and social welfare of the population". 141 Courses at the Institute were to be both practically and theoretically directed towards health planning, general and public health administration, epidemiology and statistics, nutrition, sanitary engineering, and preventive medicine and labour hygiene. 142 Pursuant to this statute, 143 this training led to a diploma of public health. 144 In 1968 a Special Centre for the Teaching of Nursing Care was established at Dakar to train nurses, midwives, and social welfare workers from all Frenchspeaking African countries. 145 A teaching and research institute for odontology and stomatology was created at the University of Dakar. 146 The training period for nurses at the State school for nurses in Dakar was extended from two to three years. 147 In order to increase recruitment of health personnel the Military Health Service School was established at Dakar 148 "to insure the recruitment and training of doctors, pharmacists, and dental surgeons destined to serve in the Military Health Service, in the National Army, or, by special assignment, in the Public Health Service." 1 49 While the school was responsible for the military training of its students, it was also attached pedagogically to other relevant specialized faculties and institutes at the University of Dakar. 150 Following graduation students were required to serve not only a period equal to that of their schooling but an additional ten years.' 5 ' This period included one year of service in the military health corps, additional service in the military or Public Health Corps, and possible further professional training. 52 Those D. The Third Plan Period (1969 -1973) Since the elaboration of the Second Plan it had become obvious to Senegalese planners that policy proposals could only gradually, if ever, be translated into fact and that any realistic approach to development planning must take into account a relatively long period of implementation. 171 It seems, further, that experience with the First Plan led to a more realistic, though in many cases more frustrating, appreciation of the planning process itself. Successive plans suggest an increasing realisation on the part of Senegalese planners that planning involved "no confrontation of a sphere of social ends with a sphere of available neutral means, but a continued interaction of necessarily incomplete programmes and prognoses, both containing political and social, as well as physical limitations."' 172 As Streeten has pointed out, adoption of such a perspective necessitated the replacement of a simplistic means-end model by the conception of a plan as an evolving process aiming not at an optimum but at improvements. 173 Such an approach to planning was explicit in the Third Plan, which stated that "health planning during the Third Plan is situated in a long-term perspective which aims at the complete medical coverage of the country at the end of seventeen years, that is, in a little more than four more Plans."' 174 The general orientation and goals of the Third Plan remained approximately the same as the two previous plans. Proposed action included, in order of priority, the improvement of existing facilities, redistribution of existing personnel and a very limited amount of new construction involving primarily the completion of construction postponed from previous years. 175 This orientation was heavily influenced by the increasingly unfavourable balance of trade from 1966 to 1971,176 which was in turn reflected in the proposed health investment budget. 177 Thus far in this period only seven statutes with respect to health services have been enacted. Nearly all supplemented or provided for the application of provisions of previous legislation. A 1969 law heralded as "a new weapon in our arsenal for combatting debauchery and venereal diseases" u 78 supplemented the Criminal Code by providing for imprisonment of one to three months for minors aged more than thirteen years who were found guilty of prostitution. 1 79 A second statute provided for the application of the 1966 antivenereal disease legislation. 180 Another supplemented earlier legislation with respect to the importation of special pharmaceutical drugs. 181 Provision was made for automatic promotion of doctors, pharmacists, and dentists in the public health service.l s 8 An inter-regional leper village was established. 183 Ministerial orders concerned private practice by medical personnel of the C.H.U. of Dakar 18 4 and remuneration of medical personnel. 18 5 Finally, an earlier decree with respect to the organization of the health ministry was modified.1 8 6 By 1969 Senegal had 250 physicians, an average of one per 15,120 people; 22 dentists: 55 pharmacists; 1217 nursing personnel; and 236 midwifery personnel. 187 Although these figures represent a substantial improvement in the number of medical personnel since independence, they may be placed in perspective by comparing them with analogous statistics for Canada at the same time. In 1968 -69 Canada, with a population approximately seven times that of Senegal, had 28,163 physicians, or one per 740 people; 6,809 registered dentists; 10,622 registered pharmacists; and 84,000 nursing personnel.
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IV. CONCLUSION This article has described the development and present state of the contemporary Senegalese law relating to public health. In addition to delineating the principal areas of relevant legislative activity, it has also supplied a a foundation for more specialized research on legal aspects of the health consequences of development planning and policy in Senegal.
In the Republic of Senegal, as in many "developing" countries, poor health conditions and disease are common. Such conditions are obstacles to the improvement of the material and moral standards of living of the country's population. In part these conditions are the result of climate, natural environment, insufficient knowledge, and inadequate technology. At the same time they are among the consequences, largely unintended but no less direct, of changes in man's relation to his environment which fail to take into account the total ecology of change and in particular the potential health consequences of planned social changes. 189 Colonial and post-independence encouragement of cash-cropping at the expense of food production and the growth of cities are examples of social changes with important consequences for health and disease.
Meeting the challenges of providing public health facilities in Senegal has required the elaboration of a legal framework for the articulation of the goals of health policy and the provision of means for the implementation of that policy. The foundation for this legal framework was largely supplied by the legacy of French colonial policy in matters of public health.
The general purposes of French colonial health policy in Africa underwent significant shifts from 1900 to 1960. In the early years of this century the paramount concern of colonial health services was the provision of preventive and curative medical facilities for the relatively small European population in France's African colonies. As the colonial government perceived the importance of the mobilization of African labour and military forces to meet colonial needs, health services began to reorient their efforts in order to provide medical facilities for the African population. Within a centralized bureaucratic health administration, the colonial health services in French West Africa extended their reach into rural areas during the inter-war years. In contrast to the British in Africa, the French relied not on the proliferation of hospitals but on the provision of mass preventive and curative medicine through rural dispensaries.
The limited number of fully trained doctors meant that a major responsibility for the provision of health services in rural areas fell to subordinate personnel. Medical training and race coincided as criteria for distinguishing personnel in the colonial public health hierarchy. Beginning in 1918 African medical assistants, midwives, nurses and others were trained at Dakar. Even as late as 1950 all physicians were European, while subordinate personnel were largely African.
Public health policies during the colonial period were not codified in development plans until after World War 11,190 and even then the plans were usually "indicative programmes". 191 Since its independence in 1960 Senegal has integrated the statement of goals of public health policy and the intended means of their realization in three successive four-year development plans. These plans specify in principle the allocation of the totality of Senegal's scarce resources. Within this legal framework Senegalese public health policy has since 1960 concentrated on three general questions: the organization and provision of health services, the education of medical personnel, and the organization and regulation of the medical profession.
Generally speaking, the result of post-independence legal reforms concerning the organization of health services has been a rationalization of the centralized bureaucratic model established during the colonial period. All matters relating to public health fall within the purview of the Direction of Public Health, a subdivision of the Ministry of Public Health and Social Affairs. Senegal is divided into medical regions and medical circumscriptions which correspond to the basic administrative units of the country. The hospital of each region functions in principle as a headquarters for rural health facilities.
Improving medical facilities in rural areas has been a major concern of Senegalese health policy since independence. The means of implementing this policy have included increasing the number of dispensaries and of mobile antiepidemic units, providing for mass health education, and creating and regulating outlets for the sale of pharmaceutical products.
Despite these measures rural areas of Senegal lag far behind urban centres in the quantity and quality of health facilities. Not only do the latter possess a greater political leverage which enables them to control the allocation of scarce medical resources. Trained medical personnel most frequently prefer to practise their skills in urban centres with adequate facilities. 192 This difficulty is compounded by the strong French influence on medical education in Senegal, which as a result recruits inadequate numbers of Senegalese students and tends to be theoretical and curative in orientation, and by the opposition of some Islamic religious leaders to government health programmes. 93 public health and nursing have been created to train personnel in mass preventive medicine and all aspects of practical public health work in an African context. Provision has been made for the training and recruitment of military health personnel for service in the public health corps.
Regardless of the location or type of practice, all doctors in Senegal, except for active members of the military health service and technical assistance personnel, are since 1966 required to belong to the national medical association. This association includes African medical assistants holding degrees from Dakar. The conditions for practice, the definition of the illegal practice of medicine, and a medical code of ethics have been established by statute.
It is by piecemeal legislation within the framework provided by development plans that a body of public health law has been elaborated in Senegal since independence. In the course of these development plans, the philosophy of planning, including public health planning, in Senegal has evolved from a simple ends-means calculation to a more realistic, though more long-term, process model aiming at gradual improvements in the provision of public halth facilities. Hence the Third Plan explicitly recognized that, even given current expectations as to adequate health facilities, complete medical coverage of the country would not be attained until about 1985. Such a recognition contains both an element of self-justification and a note of realism as to the difficulties involved in the provision of adequate public health facilities with limited human and material resources.
